The potential health consequences of limiting access to safe abortion make it imperative to understand how ϰ conscience-based refusal to provide legally permitted services is understood and carried out by healthcare ϱ practitioners. This in-depth study of conscientious objection to abortion provision in Zambia is based on ϲ qualitative interviews (N=51) with practitioners working across the health system who object and do not object ϳ to providing abortion services in accordance with their cadre. Interviews were conducted in September 2015.
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3 economic and social costs that are inequitably distributed. Should women instead seek abortion from elsewhere ϱϱ that is unsafe, post-abortion care may be more costly than accessing safe legal abortion (Leone et al., 2016) .
ϱϲ

Conscientious objection in Zambia ϱϳ
In Zambia abortion is permitted if continuing pregnancy poses a risk to the life of the pregnant woman, to the ϱϴ physical or mental health of the woman or her existing children, if the child would be seriously disabled by ϱϵ physical or mental abnormalities (GRZ, 1972) or in cases of rape or incest (GRZ, 2005) . In determining ϲϬ whether the risk posed by continuing the pregnancy is greater than if the pregnancy were terminated, account ϲϭ may be taken of the pregnant woman's reasonably foreseeable environment and her age. Abortions must be ϲϮ carried out by a registered medical practitioner (a doctor). When the abortion is not immediately necessary to ϲϯ save the life of the woman or prevent grave permanent injury, three registered medical practitioners, one of ϲϰ whom must be a specialist, must give consent (GRZ, 1972) .
ϲϱ
The Termination of Pregnancy Act (1972) provides for conscientious objection to abortion but notes that it does ϲϲ not extend to practitioners' "duty to participate in any treatment which is necessary to save the life or to prevent However, conscientious objection in Zambia is unregulated. There is no requirement for medical practitioners ϴϬ to record their refusal to provide abortion, making the management of services difficult. There are no estimates ϴϭ of the prevalence of conscientious objection, but the practice is expected to be widespread, and, along with the ϴϮ secrecy around which doctors do provide abortion, limit women's access to safe services (Ngoma et al., 2017) .
ϴϯ
Given low public knowledge around the legal availability of abortion (Cresswell et al., 2016) , women seeking ϴϰ abortion for reasons permitted within the law are unlikely to know that services should be made available to ϴϱ them (Coast, 2016) .
ϴϲ
The Zambian case is unlikely to be extraordinary. The breadth of Zambia's legal framework for abortion is ϴϳ uncommon, but not unique in Africa. Moreover, the limited accessibility of safe abortion services in public ϴϴ facilities is likely to mirror that identified in countries across the continent, regardless of the legal and policy ϴϵ frameworks in place. While there are no nationally aggregated data on the incidence of un/safe abortion in ϵϬ Zambia (Macha et al., 2014) , and abortion-related deaths are difficult to measure and estimate (Gerdts et al., 
Conceptualising conscientious objection ϵϱ
The potential health consequences of conscientious objection for women's access to safe abortion make it ϵϲ imperative to understand healthcare practitioners' motivations for claiming it and how they perform it in ϵϳ practice. However, conscientious objection is understudied and under-theorised. While the definition of ϵϴ conscientious objection is relatively clear, there are no agreed criteria for what it means to be a conscientious ϵϵ objector, and subsequently, how it should be measured so that adequate services can be planned. Must a ϭϬϬ practitioner self-identify as a conscientious objector for it to count as such? Is a practitioner a conscientious ϭϬϭ objector if they refuse to provide abortion in every circumstance, or conversely, if they refuse in any ϭϬϮ circumstance? Is a practitioner a conscientious objector only when their actions align with a country's law ϭϬϯ and/or policy (e.g. always referring clients in absence of providing the abortion procedure) or should M A N U S C R I P T
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Based on criteria for conceptualising conscientious objection to military service that include establishing that an ϭϬϳ individual's beliefs are deeply held and applicable in any circumstance of war, conscientious objection to ϭϬϴ providing abortion is often presented as a binary position that ought to be consistently held. Much of the limited ϭϬϵ research in this area has subsequently reflected on whether practitioners refusing to provide abortion services are ϭϭϬ exercising 'true' conscientious objection or not. For example, evidence that practitioners in Brazil obtained ϭϭϭ abortion for themselves or their partners despite reporting religious objection to abortion (Faúndes et al., 2004) ϭϭϮ and that practitioners in South Africa claiming conscientious objection provided services for additional financial ϭϭϯ remuneration (Harries et al., 2014) has been used to argue that some practitioners claim conscientious objection ϭϭϰ for reasons other than deeply held religious, moral or ethical beliefs (Chavkin et al., 2013 ϭϮϮ Harris et al. (2016) have developed a conceptual model of conscientious objection based on three domains: ϭϮϯ healthcare practitioners' beliefs, actions and self-identification. The model addresses complexity in how ϭϮϰ conscientious objection is applied by identifying conscientious objection in these domains independently, noting ϭϮϱ that they may not always align in an individual clinician's practices. For example, the model takes into account ϭϮϲ practitioners who consistently refuse to provide services on religious grounds, but who do not identify as ϭϮϳ 'conscientious objectors' because they are unfamiliar with the concept. It also facilitates reflection on the ϭϮϴ differences between conscientious objectors who refer clients to another provider, and 'abortion obstructers' ϭϮϵ who do not.
ϭϯϬ
Debates about the conceptualisation and nomenclature of conscientious objection are extended when the beliefs ϭϯϭ and practices of healthcare practitioners who provide abortion are considered. One strand of this has been a call ϭϯϮ to recognise that practitioners' decisions to not object to provide abortion are also conscience-based. By ϭϯϯ associating religious, moral and ethical conscience only with objecting to abortion, policies and laws fail to ϭϯϰ M A N U S C R I P T A C C E P T E D 
ϭϰϴ
The evidence points to a complicated picture of abortion care delivery that involves healthcare practitioners ϭϰϵ influencing women's access to safe, legal services based on their conscience to varying degrees. This is the first ϭϱϬ study in Zambia to explore healthcare practitioners' abortion-related beliefs and decision-making in depth. We ϭϱϭ consider the experiences of practitioners who conscientiously object to abortion alongside those who do not in ϭϱϮ order to investigate divergences -or similarities. In doing so, we contribute evidence to support the ϭϱϯ conceptualisation of conscientious objection to abortion in Zambia needed to plan adequate abortion care.
ϭϱϰ ϭϱϱ
Methods
ϭϱϲ
While Zambian law around conscientious objection applies exclusively to doctors, in practice access to abortion ϭϱϳ is shaped by the beliefs and professional behaviours of all the healthcare practitioners a woman may encounter ϭϱϴ in seeking services: clinical officers (mid-level clinicians equivalent to nurse practitioners in North America and
or (non-)referral to doctors. We considered all cadres of healthcare practitioners involved in women's ϭϲϯ trajectories from entering the public healthcare system seeking abortion, to exiting having either received or not ϭϲϰ received it. To juxtapose and examine factors we expected to influence practitioners' understandings and ϭϲϱ practices, we considered both rural and urban settings, and two provinces (Lusaka and Eastern) that are better ϭϲϲ and less well served by doctors permitted to perform abortion (Ferrinho et al., 2011). ϭϲϳ Potential participants were identified by a practitioner gatekeeper with considerable knowledge of the public ϭϲϴ healthcare system and access to a wide range of practitioners working in different settings, having been involved ϭϲϵ in the delivery of obstetrics and gynaecology training for many years. Participants worked at the country's main ϭϳϬ teaching hospital, urban and rural district hospitals, a mission hospital, urban and rural health centres, and within ϭϳϭ two rural communities. While we visited many of these facilitates to recruit participants, on one visit to an ϭϳϮ urban facility in Eastern province we discovered a training event was being hosted, attended by practitioners ϭϳϯ from health facilities across the province. This presented an opportunity to further expand our sample.
ϭϳϰ
We present qualitative data generated using audio-recorded interviews with 51 of these purposefully and ϭϳϱ opportunistically sampled healthcare practitioners (Table 1) , conducted in September 2015. Since so little is ϭϳϲ known about how practitioners understand abortion and deliver or do not deliver abortion services, we designed ϭϳϳ the relatively unstructured interviews to maximise our opportunities to uncover unexpected relationships and ϭϳϴ concepts. We carried out most of the interviews in English, and a research assistant, guided by a list of topics ϭϳϵ we prepared for her, conducted the eight interviews with community healthcare workers in Nyanja.
ϭϴϬ
The content of interviews varied between participants, but typically covered whether or not participants ϭϴϭ identified as providers of the abortion services that would be expected relative to their role, how they came to ϭϴϮ their decisions, their thoughts about abortion and those who seek abortion, how they deliver services, and their ϭϴϯ understanding of the law and policy around abortion and conscientious objection. Since our gatekeeper knew ϭϴϰ whether doctors working at the same facility as him objected to or provided abortion, we were able to sample ϭϴϱ accordingly. We discovered the position of all other participants during the interviews. Concepts and ϭϴϲ experiences we identified in earlier interviews were explored with participants we interviewed later.
ϭϴϳ
Participants were encouraged to discuss their understandings of abortion and care, giving insight into the ϭϴϴ normative lenses through which they perceived the world around them, as well as descriptions and examples of ϭϴϵ actual events and interactions. Our analysis takes both into account.
Interviews were all conducted at the participants' place of work during breaks within their shifts or the training ϭϵϭ event. This typically dictated the length of interviews, which ranged from around 20 minutes to just over an ϭϵϮ hour. Shorter interviews covered the key themes but in less depth.
ϭϵϯ
Analysis ϭϵϰ
We conducted a highly inductive analysis using many of the analytical tools of constructivist grounded theory ϭϵϱ (Corbin & Strauss, 2008) . All interviews were transcribed verbatim, and those with community health workers ϭϵϲ were simultaneously translated into English. We used NVivo 11 Plus to facilitate our analysis.
ϭϵϳ
To prepare data for in-depth analysis, EF read each transcript, grouping data line-by-line into fluid concepts and ϭϵϴ themes according to the perspectives, experiences and practices identified within and across them (coding).
ϭϵϵ
Using the codes EF had developed, but remaining open to refining or producing new codes, EC coded a 50 ϮϬϬ percent random sample of the transcripts. This double coding ensured we did not overlook any key themes and ϮϬϭ that each code collected together all the data pertaining to it. This exercise did not identify any further themes ϮϬϮ or data that had not already been assigned a code.
ϮϬϯ
Cases were categorised by role, place of work, gender and position on providing abortion services to allow ϮϬϰ subsequent analyses to take account of these differences between participants. We did not ask all participants ϮϬϱ whether or not they were "conscientious objectors" since many were not aware of the concept or its legal ϮϬϲ provision. However all were asked whether or not they provided abortion services, and we categorised them ϮϬϳ depending on their answers. In the analysis and the results presented, we use the term 'non-providers' to ϮϬϴ describe participants who self-identified as practitioners who refuse to provide abortion services pertaining to ϮϬϵ their role (for clinical officers, nurses, midwives and community health workers, delivering counselling and ϮϭϬ referring to a doctor for abortion; for doctors, providing abortion), and 'providers' to describe participants who Ϯϭϭ self-identified as practitioners who provide abortion services pertaining to their role. The positions of a small ϮϭϮ number of participants (n=4) were difficult to ascertain: their narratives either oscillated between descriptions of Ϯϭϯ practice that implied they did not provide abortion services or did provide abortion services, or between reports Ϯϭϰ that they had never been approached by women seeking abortion or that they had -or might have been. We Ϯϭϱ categorised these cases as having 'unclear' provider/non-provider status and the contradictory nature of their Ϯϭϲ narratives is reflected in our analysis.
Further in-depth analysis, which constitutes the most substantive part of our analytical method, was carried out Ϯϭϴ by EF and began by producing sets of memos about individual topics (e.g. referral). These memos posed and Ϯϭϵ answered a series of questions of the coded data, moving from more simple questions (e.g. 'What are the ϮϮϬ reasons providers give for providing abortion services?') to more evolved questions based on the answers (e.g. 
Ϯϯϭ
Data generation and our analysis were reflexive, taking account of the questions participants had been asked and 
Ϯϯϳ
Limitations
Ϯϯϴ
We present practitioners' reports of their understandings and behaviours. While these are rich and give us 
Ϯϰϰ
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Our purposive and opportunistic sample was designed to maximise variation in participants' roles, settings and,
Ϯϰϱ
where known before interview, conscientious objection. Our study was not designed to estimate the prevalence Ϯϰϲ of, or make generalisations about, conscientious objection-related understandings or behaviours, but to elucidate Ϯϰϳ explanations for them and explore the mechanisms through which they operate. The iterative, relatively Ϯϰϴ unstructured, interviews were designed to prioritise what was salient for participants, rather than answer pre-Ϯϰϵ determined questions based exclusively on existing frameworks for understanding conscientious objection to ϮϱϬ abortion, such as those around understandings of professionalism or person-centred care.
Ϯϱϭ ϮϱϮ
Results
Ϯϱϯ
Beliefs about abortion
Ϯϱϰ
Christian religious beliefs were at the heart of non-providers' reasons for not providing or assisting with 
Ϯϲϭ
Providers typically did not use the same explicitly religious language to describe abortion. However, the way 
Ϯϲϳ
Non-providers highlighted clients who sought abortion because they had not used contraception, were in school, Ϯϲϴ had had extra-marital sex or had been raped, and offered counter-arguments to the need for abortion in these 
ϮϴϬ
Self-identified providers discussed many of the same reasons clients seek abortion -not using contraception, Ϯϴϭ wanting to continue education, socially-unsanctioned sex, rape -but additionally lacking choices in society, ϮϴϮ lacking education about contraception and contraceptive failure. Although a small minority of providers Ϯϴϯ presented these reasons as the reality that underpins why some women need abortion that is their right regardless Ϯϴϰ of their reasons for seeking it, the most dominant narrative, echoing that of non-providers, was that these Ϯϴϱ reasons were or were not "convincing enough" to justify their providing abortion services.
Ϯϴϲ
"[Whether or not I provide] is more to do with the reasons that they have, especially if they are Ϯϴϳ obstetric reasons…or if they can manage to convince me that they cannot cope with this baby. We Ϯϴϴ cannot just [provide abortion]." [Doctor, male, provider] Ϯϴϵ However, providers' discussion of these socially-oriented reasons for abortion was far less frequent than their woman who is "healthy and she says, 'I want one'" is the "moment that most of us struggle". However, like Dr ϯϮϱ Phiri, she had recently decided to provide abortion in order to prevent women seeking unsafe abortions. This ϯϮϲ tipping point had crystallised for her at a conference, hearing a doctor discuss her own abortion and calling on ϯϮϳ colleagues to consider the consequences of not providing safe services. Nevertheless, the decision had been ϯϮϴ difficult and despite pushing herself towards finality in her decision-making ("the decision has been made") she ϯϮϵ was unconfident that it would remain consistent if tested by a request for abortion for reasons she did not think ϯϯϬ were 'enough'. ϯϯϭ "My husband's a doctor so we've had this discussion. We've struggled with it because of my faith. I ϯϯϮ have struggled, struggled and in that moment I did not make a religious decision. I did not make a ϯϯϯ moral decision. I made a decision of, 'If I'm in the ER, then a woman comes to ask for it and I say I ϯϯϰ can't and the one who can is in tomorrow and maybe tomorrow she's over 12 weeks, she doesn't come ϯϲϮ [Doctor, male, provider] ϯϲϯ In the case of non-providers, this meant that not all women were refused abortion services. The very widely ϯϲϰ shared "exception" made of abortion to save a woman's life has been noted; one self-reported non-provider ϯϲϱ additionally reported providing abortion in cases of congenital abnormality and others were accepting of ϯϲϲ abortion in cases of pregnancy resulting from rape. However, it also meant that for a sizable minority of ϯϲϳ participants who self-identify as providers of abortion services, the reverse was true: not all women seeking ϯϲϴ abortion on grounds that align with the law were provided services. 
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Other self-identified providing practitioners discussed women seeking multiple abortions as presenting them ϯϳϵ with a "very, very big [moral] challenge" (Doctor, male). Likewise, some providers noted that if a woman does ϯϴϬ not agree to using contraception in future it was difficult for them to provide services "because she'll come back ϯϴϭ again pregnant." (Doctor, male, provider). ϯϴϮ
Counselling ϯϴϯ
The provision of pre-abortion counselling presents a similarly mixed picture. Non-providers typically described ϯϴϰ counselling as a conversation in which their aim was to dissuade clients from seeking abortion. Some ϯϴϱ commented that successfully changing a client's mind about abortion was an indicator of quality in counselling.
ϯϴϲ
Most reported delivering counselling that makes direct reference or allusion to religious teaching. Some non-ϯϴϳ providers reported that they would be willing to refer clients to a providing practitioner following 'unsuccessful' ϯϴϴ counselling in order to avoid the client seeking unsafe services elsewhere. Neither cadre nor facility location ϯϴϵ seemed to influence the nature of non-providers' counselling, creating a consistent narrative across these ϯϵϬ interviews. Interviews with a doctor working in a large urban hospital and rural community health worker ϯϵϭ illustrate this shared approach to counselling: ϰϰϲ "Sometimes, we just tell them that they should go to the big hospital and try to find out if they do that.
ϰϰϳ
Because I know that the general hospital conducts those procedures." [Nurse, female, non-provider] ϰϰϴ Indeed, two non-providers commented that the vague referrals they had made are likely to have prevented ϰϰϵ clients from obtaining safe abortion. Their descriptions of referral practices are shared by providers, suggesting ϰϱϬ that in some circumstances, practitioners from both groups may have used vague referral as a deliberate strategy ϰϱϭ to prevent abortion they had moral or religious reservations about. ϰϱϮ However, structural stigma about abortion within the health system also contributed to and facilitated nebulous ϰϱϯ referral processes. Self-identified non-providers and providers in our sample had low levels of knowledge about 
ϰϵϴ
In our data, participants share a narrative in which abortion is a morally challenging procedure that is -or is not ϰϵϵ -to varying degrees shifted towards moral acceptability by the reasons for abortion or the potential ϱϬϬ consequences of not providing abortion safely. For the majority of participants these contextual factors ϱϬϭ presented a series of tipping points, rather than a single decisive argument for providing abortion. Subsequently, ϱϬϮ some non-providers, as identified by Fink et al. (2016) , but significantly, many who identified as providers, ϱϬϯ reported that their decisions about whether or not to provide abortion services were sometimes difficult and ϱϬϰ were changeable, both over time and in response to the circumstances of a pregnancy or abortion.
ϱϬϱ Participants in our study reported delivering abortion services in light of their complex moral beliefs about ϱϬϲ abortion. Rather than simply providing or not providing abortion services according to their role, participants ϱϬϳ additionally expressed their conscience-based discomfort with abortion under certain circumstances in how they ϱϬϴ delivered care. In this way, conscientious objection in practice could be understood as a continuum of ϱϬϵ behaviours rather than a binary position. While a few participants reported static practices positioned at either ϱϭϬ end of the spectrum (always objecting or never objecting to abortion and delivering services accordingly), ϱϭϭ participants identifying themselves as both non-providers and providers of abortion services reported practices ϱϭϮ that are more accurately conceptualised as being fluidly placed along it.
ϱϭϯ
Our analysis suggests that the presence of a continuum of conscience-informed practices is likely to be ϱϭϰ responsible for considerable complexity in the delivery of safe abortion in Zambia. We found that both self-ϱϭϱ M A N U S C R I P T
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20 identified non-providers and providers do not permit or permit abortions inconsistently, dependent on their ϱϭϲ personal evaluations of the reasons abortion has been requested rather than the law; that both non-providers and ϱϭϳ providers deliver counselling designed to dissuade clients from abortion; and that both non-providers and ϱϭϴ providers' make referrals for abortion care that are vague to the extent that women seeking abortion may ϱϭϵ conclude that the safe, legal abortion they had requested is unlikely to be provided by any practitioner, ϱϮϬ increasing the possibility that they will obtain unsafe abortion outside the formal health system.
ϱϮϭ
There is no evidence as to how typical lack of formalised referral patterns for abortion care is. In the research ϱϮϮ setting vague referral practices were facilitated by structural stigma. The limited pool of practitioners who will ϱϮϯ provide abortion, especially in rural settings with fewer doctors, the influence of non-providers within urban ϱϮϰ hospital's hierarchies, and the reluctance of doctors who provide abortion to openly discuss their practices at ϱϮϱ work, all underpinned inappropriate referral practices and meant practitioners had limited knowledge of the ϱϮϲ consequences of their referrals.
ϱϮϳ
The likely result of the practices our participants reported is that obtaining safe abortion is a matter of luck. • Objectors and providers share conscience-based narratives about abortion
• Both report provision, counselling and referral practices that lessen abortion access
• Practitioners' decision-making about abortion provision was on-going and non-linear
• Conceptualisation of conscientious objection should include how care is delivered
• Conscience-based practices of all cadre influence access to abortion services
